Worldwide, trachoma is second only to cataract as a major cause of blindness. It is estimated that approximately six million people are blind as a result of trachoma,' almost all of them living in dry, poor areas of Africa, Asia, and Latin America.
One important control measure for preventing blindness from trachoma is lid surgery to correct the entropion and trichiasis that leads to corneal scarring.2" Studies have shown that a number of different operations are effective in correcting trichiasis due to trachoma,56 but these studies have usually relied on ophthalmologists to perform the surgery, which has been carried out in hospitals or health centres. In many parts of Africa patients with upper-lid trichiasis have limited access to either ophthalmologists or hospital facilities. This study was undertaken to evaluate the results of trichiasis surgery performed by a trained ophthalmic nurse working in the patients' own community.
Methods
All operations were performed by the same ophthalmic nurse (HB (Fig 1A) . A radial incision was made through the margin strip of tarsus immediately lateral to the upper punctum. The orbicularis muscle was dissected off the thickened and scarred distal tarsal plate, and the dissection was also performed superiorly to divide the levator aponeurosis from its attachment to the anterior surface of the proximal tarsal plate. Four of five 6/0 non-absorbable sutures were inserted through the skin just above the lash line into the proximal (superior) tarsal plate 2 mm above the incision, and returned back through the skin above the lash line. As the sutures are tied from the centre outwards the marginal strip of tarsal plate everts through approximately 900 (Fig 1B) . It was unnecessary to advance the proximal tarsal plate with a suture through the superior fornix, as dividing the levator aponeurosis caused a slight ptosis which compensated for the lid-shortening effects of the operation. Topical antibiotic and a dressing were applied for 24 hours. The patient was instructed to apply tetracycline eye ointment three times daily for 2 weeks. The sutures were removed 1 week postoperatively by the nurse.
In villages with a dispensary or health centre, the surgery was performed in a clean room in the clinic. In other villages, the operations took place in the clinic. In other villages, the operations took place in a room of the village council. No operations were performed in a hospital or operating theatre.
Patients were followed up at 1 month, and at operations were performed on 94 patients. Of these, five patients (seven eyes) died before they could be followed up, two patients (three eyes) left the area, and one patient (two eyes) refused to attend for follow-up examination. Altogether, 144 eyes (92%) of86 patients (91%) were available and the patients agreed to follow-up examinations.
Of the 86 patients 72 (84%) were female. Accurate ages were not obtainable but patients were assessed at the time ofoperation as probably under 50 years old or over 50 years old; 69% were judged to be over 50 years of age and 58 patients (67%) had bilateral entropion (Table 1) .
No significant intraoperative complications All patients were followed for a minimum of 9 months (range 9-36 months, mean 25'5). At the last follow up, 119 eyes (82 6%) had no lashes touching the globe, 20 eyes (13-9%) had one or two lashes, and five eyes (3 5%) had three or more lashes touching the globe.
Survival time analysis showed that the possibility ofno recurrence oftrichiasis at 2 years follow up was 81% (SE 3 5, 95% confidence intervals 74% to 88%), and the probability of no recurrent trichiasis at 3 years was 79% (SE 3 9, 95% confidence intervals 71% to 87%) (Fig 2) .
The likelihood of recurrence was not significantly influenced by the patient's age or sex (Table 2 ). In order to determine if there was a learning curve for the surgeon, results for the first and second 6 months of the study were compared (Table 3) . Although survival prob- Results ofcommunity-based eyelid surgeryfor trichiasis due to trachoma 
